Pyloric Stenosis Treated by Parietal Cell
Vagotomy and Gastrojejunostomy D Khadjeh Nouri FRCS (for C Wastell MS FRcS) (The Gordon Hospital, Vauxhall Bridge Road, London SWI) Mr J V, aged 44. Sweeper History: Epigastric pain in the afternoons and at night for eighteen months. The pain woke him at night and was relieved by milk. Sixmonth history of occasional vomiting which had become daily in the past two months; 6&3 kg loss of weight. On examination: Epigastric tenderness. Succussion splash elicited.
Investigations: Hb 12-9 g/100 ml. Peak acid output (pentagastrin) 49 mEq/h. Resting juice 490 ml. Barium meal: gross degree of pyloric obstruction with marked delay in gastric emptying. At operation: Found to have a chronic duodenal ulcer with pyloric stenosis. Parietal cell vagotomy and posterior vertical gastrojejunostomy were carried out. Post-operative investigations: Hollander insulin test negative. Resting juice 33 ml. Barium meal showed the stomach emptying well in 20 min.
Comment
Since the operation of vagotomy which stems from Dragstedt's work (Dragstedt & Owens 1943) there have been a number of modifications introduced. The trend has been towards a more conservative vagotomy with preservation of the non-acid-producing branches. Franksson (1948) was the first to perform anterior and posterior selective vagotomy to avoid the complications occurring after abdominal vagus nerve section. Reports by Griffith (1969) , Johnson & Boyden (1952) and Issac et al. (1950) all record the benefits of preserving the non-acid-producing branches.
The arguments in favour of conservative approach are: (1) Why cut any branches unnecessarily? (2) The reduced complications after selective vagotomy (Kennedy & Connell 1969) . Amdrup & Griffith (1969) studied gastric motility and secretions before and after selective vagotomy of the parietal cell mass with preservation of the innervated antrum in dogs. They found there was no gastric stasis and the normal rhythmic emptying of the stomach was preserved.
They concluded that the use of parietal cell vagotomy would eliminate the dumping syndrome.
Johnston & Wilkinson (1970) have reported 25 patients with parietal cell vagotomy without drainage who have done well in the short term. We have also been carrying out a more extensive trial of parietal cell vagotomy and our shortterm results have been satisfactory.
In conclusion, we have treated this case of pyloric stenosis with the most conservative of the operations recognized as being effective.
Fibromyxoma of Peritoneum D C Jameson Evans FRCS (for J A Fox FRCS) (Edgware General Hospital, Edgware, Middlesex) Mrs M H, aged 26 History: Had suffered from abdominal pain for three months. For a month before admission she had been vomiting. Her bowel habit was normal.
On examination: A large mass was felt, extending from below the left costal margin downwards to the level of the umbilicus. This was smooth in surface with a notch on its lower edge. It was thought to be an enlarged spleen. Investigations: Normal blood picture, ESR 12 mm in 1 hour (Westergren). Liver function tests, bone marrow, liver and lymph node biopsies all normal. Plain X-ray of abdomen: a mass extending below the left costal margin. IVP: upward displacement of the left kidney. Barium meal: an extrinsic filling defect in the greater curve. The patient's condition deteriorated with a swinging fever and increasing pain, so laparotomy was performed without resort to a splenic scan. At operation: Through a left paramedian incision a large mass was found clothed in omentum and apparently of splenic origin. Dissection, however, revealed a large mass adherent to the greater curvature of the stomach and intimately involved with the transverse colon. The spleen was normal. During the dissection a cystic area was found which communicated as a fistulous track with the transverse colon. The tumour was dissected clear of the stomach and pancreas and removed together with about 6 in. (15 cm) of transverse colon and the spleen. Owing to contamination and the fact that the bowel was unprepared, the two stumps of transverse colon were brought out as separate end colostomies. The tumour measured 20x12x12 cm.
From the anatomical situation of the tumour it appeared to have arisen from the transverse mesocolon, although the left kidney was displaced upwards. Histology of the tumour revealed a fibromyxoma of the peritoneum. The structure consisted of a fibromatous component and a myxomatous component with areas of vascularity. At the lower end of the tumour where it had eroded into the transverse colon, areas of hiemorrhage could be seen with cyst formation and the wall of the colon had disappeared down to the muscularis mucosa in the areas adjacent to the fistula between the cystic part of the tumour and the colon. No mitoses, cellular atypia or atypical nuclei were seen. No evidence of malignancy or invasion was demonstrated. Progress: The patient was recently admitted for re-anastomosis of the two colostomies and for 'second look' nine months after the original operation. No evidence of recurrence was found at the time of the second operation and histological examination of biopsies revealed no growth present. She has now been discharged without complication.
Fibromyxoma of the peritoneum is extremely rarely reported. Cortet et al., reviewing the world literature in 1965, quoted 15 cases of fibromyxoma of the mesentery, 5 in the jejunal region, 10 in the ileal region. Yannopoulos & Stout (1963) quoted a series of 12 tumours, again all arising in the small bowel mesentery apart from one in the gastrosplenic ligament. They regarded 'tumours' of this type as examples offibromatoses. They considered that there was no real evidence of malignancy but reported one death in 9. Cortet et al. reported one recurrence in 15. They considered these tumours to be of two types: degenerating fibromata or true mesenchymal tumours. The first group is benign, the second sometimes recurring. However, this disagrees with the opinion of Stout (1953) . Sheinfeld (1955) quoted a single case of fibromyxoma of the jejunal mesentery which eroded into the jejunum in a similar manner to our case. In review, most cases involved resection of variable amounts of bowel due to the close relationship of these tumours to the bowel wall. Greer (1911) , in a review of the world literature, quoted 2 cases of fibromyxoma of the transverse mesocolon and Bracci & Moraca (1949) reported a further case.
In summary, fibromyxoma of the peritoneum is extremely rare, only 3 previous cases being reported arising from the mesocolon. Surgical removal usually involves resection of the bowel. Cure is likely and, although a few cases of local recurrence have been reported, metastases never occur. Woman, aged 38 History: Presented in 1962 with a history of bilateral frontal headache worse in the morning, of increasing severity for two years, dizziness and blackouts. On examination: Blood pressure varied between 210 and 240 systolic, 120 and 155 diastolic.
Ischaemic Right Kidney and Hypertension Due to
Cardiac impulse of the left ventricular type, heart sounds normal. Grade II hypertensive changes in both fundi. A loud rumbling bruit was audible in the right flank anteriorly and to a lesser extent on the left side. Investigations: Urine microscopy showed occasional squamous epithelial cells, red cells and leukocytes; urinary protein normal. IVP demonstrated blunting of the calyces on the left side and the possibility of an old left-sided pyelonephritis was raised. Renal arteriogram via the right femoral artery showed normal appearance on the left side but the characteristic appearance of fibromuscular hyperplasia involving threequarters of the main renal artery on the right (Fig 1) . Treatment and progress: In view of the doubtful function of the left kidney and the technical difficulty involved in repair of such an extensive lesion, the patient was treated conservatively. She was prescribed methyldopa 500 mg q.d.s. and hydrochlorthiazide 100 mg daily. At present she is symptom free and her blood pressure is in the region of 180/100. Repeat urea and electrolytes, IVP and creatinine clearance (64 ml/min) in January 1971 were unchanged.
Discussion
The term fibromuscular hyperplasia was first used to describe a group of idiopathic nonatherosclerotic stenosing lesions of the renal arteries by McCormack (1961) . The lesions are
